A nurse residency program can support transition for new-tospecialty nurses but requires commitment of time and resources. This implementation project used a specialty residency program shown to be effective in a Burn Center, and translated it into the Emergency Department and Maternal Child Health area located within the same medical treatment facility. Preceptor survey responses and leadership assessment of program suitability provided data related to intervention impact. The evidence pertaining to developing specialty knowledge, skills, competency, and clinical reasoning validated program efficacy. Project outcomes justify investment in building a standardized transitional support system. E ach nurse faces transition-to-practice hardships with his or her first nursing role and again each time the nurse experiences a change in clinical setting. The inexperienced nurse cannot always anticipate the needs of an unstable patient because of the lack of experience with and multiplicity of unique and complex presenting problems that are inherent to any given specialty (Cappel, Hoak, & Karo, 2013; Crider & McNiesh, 2011) . Experiential and reflective learning is essential before unique knowledge and various theoretical concepts can be consistently integrated into clinical practice (Miraglia & Asselin, 2015) . Although simulation adds to reflective learning, experiential learning must occur within the context of patient care, thus nurses repeatedly face these transition-to-practice challenges as they move through their careers.
In response to this concern, a nursing professional development (NPD) specialist worked with nurse leaders to design an on-boarding process that integrated a specialty residency (SR) program to support and develop nurses during the critical transition period. SR transitional programs provide experiential learning opportunities as the nurse adapts to a new service or clinical area. Within the SR program, the new-to-specialty nurse builds core competencies, in a protected environment, while providing safe and effective patient care. Extensive evidence supports new graduate residency programs, but there is little research related to the need and role of specialty practice residencies (Anderson, Hair, & Todero, 2012; Cappel et al., 2013; Crider & McNiesh, 2011) . In 2012, the U.S. Army Burn Center in San Antonio, Texas, implemented the SR program for experienced nurses who were new-to-burn-specialty, as a pilot project, with positive results (Robbins, 2014) .
Unit-based educators at the 40-bed U.S. Army Burn Center identified a need for a structured, evidence-based program to transition an experienced nurse into the subspecialty of burn care. A 2-year grant was received from the TriService Nursing Research Program to implement a formal evidence-based precepting program. A systematic review of the literature identified the Vermont Nurses in Partnership (VNIP) Clinical Transition Framework (CTF) as the only comprehensive evidence-based program for transition in practice (Mann-Salinas et al., 2014) . During the course of the 2-year project, the team adapted the VNIP program to meet the needs of the Burn Center and validated the applicability of the CTF to specialty burn practice (Robbins, 2014) .
Upon successful completion of the formal evidencebased program pilot project in the Burn Center, educators sought to determine applicability of the SR program for other specialty units within the affiliated Brooke Army Medical Center (BAMC) facility. BAMC is a Level 1 Trauma Center and provides all subspecialty care to both military beneficiaries and civilian trauma patients. Documentation within a ''universal'' nursing competency assessment tool was required for all inpatient nursing staff, but unit-specific competency assessment and documentation were conducted on a unit-by-unit basis. The unit-based process lacked a guiding theoretical framework, and preceptors were not formally trained or validated to complete it.
The knowledge content for the Burn Center was specific to the specialty, but the core CTF program appeared to be adaptable to any practice setting. For this performance improvement project, educators expected a streamlined implementation timeline, as many tools and processes had been refined and validated during the Burn Center pilot. The SR project expanded on data related to the initial pilot study, although additional preceptor development and specialty specific competency expectations would be required (Robbins, 2014) . The SR project solicited feedback from experienced staff and nurse leadership to answer the question: Are the positive outcomes of the SR program reproducible in units other than the Burn Center as evidenced by preceptor, manager, and educator survey feedback before and after program implementation? To address this question, the project evaluates the efficacy of a CTF as applied to competency development and validation within a new specialty area.
INTERVENTION
The intervention is an SR program based on VNIP tools and principles as modified and used by the Army Burn Center (Robbins, 2014; VNIP, 2016) . The SR program is a professional development strategy with core components of (a) preceptor development via an evidencebased instructional plan; (b) clearly defined competency expectations; (c) customization of clinical coaching plans; (d) learning modules specific to the specialty; and (e) templates for policies, data collection, and program structure. The SR used a precepted delivery model with specific structure, roles, tools, and support for preceptors.
Presentation of content and competencies in a patientcentered manner is a core concept of program delivery and clarifies expectations for the precepting team. In simple terms, a patient-centered focus states the goal as ''management of patient presenting with chest pain'' instead of ''the nurse completes and reads a 12-lead electrocardiogram.'' Completing an electrocardiogram is a task and component of patient care, but the patient is the reason for nursing interventions and clinical reasoning skills.
The SR program integrated Benner's (1984) Skills Acquisition in Nursing theory with the three high-level nurse apprenticeships as outlined in her recommendations for a transformation of nursing education (Benner, 2015; Benner, Sutphen, Leonard, & Day, 2010) . Benner emphasizes specific concepts of (a) learning nursing science specific to the specialty, (b) developing ''skilled know-how'' through deliberate practice, and (c) an apprenticeship in ethical comportment and professional formation.
The NPD specialist developed Clinical Coaching Plans to support apprenticeship delivery. The coaching plans outline standardized knowledge related to the overall goal statement. The tools also integrate specific strategies for reflective learning as the preceptor fosters critical thinking development in the new hire (Benner, 2015; Crider & McNiesh, 2011; Kaddoura, 2013; VNIP, 2016) . All three apprenticeships start within the initial learning period with growing emphasis on the next level of complexity as the nurse builds a foundation of knowledge and clinical experience. The SR completion timeline is based on competency achievement with specific performance goals determined by subject matter experts within the specialty. Performance goals communicate core patient-centered care for the specialty practice.
Both the initial pilot program and this implementation project engaged in quasi-experimental use of coaching plans (Robbins, 2014; VNIP, 2016) . Coaching plans used within the intervention include the transitioning nurses' specific reflection on practice with the purpose of learning from each clinical situation (Miraglia & Asselin, 2015) . The new nurse answers reflective practice questions posed on the weekly conference form. The questions explore both positive and challenging experiences and provide discussion points for exploring other possibilities of actions and outcomes. The NPD specialist and unit-based educators mentor preceptors in engaging reflection strategies to foster critical thinking development in the newly hired nurse. The reflective learning and discussions are designed to add to formation of ethical values and professionalism.
Benner's concepts applied synergistically with the Competence Outcomes and Performance Assessment (COPA) model can help to establish a safe clinical learning experience that promotes an advanced level of nursing practice (Lenburg, 2010) . The COPA model shaped the tools used for developing and documenting evidence of clinical performance (Lenburg, 2010 ). Lenburg's model integrates eight nursing practice elements including (a) interventions and safety, (b) communication, (c) critical thinking, (d) human caring, (e) leadership, (f) management, (g) teaching, and (h) knowledge integration. In addition, the COPA model provides clear guidelines on writing performance criteria in measurable terms. The model focuses on professional aspects of nursing and presents content in the manner in which nurses practice. With these concepts in mind, the COPA model provided a template for revision of each unit's Competency-Based Orientation documents, with guidance and advisement from the NPD specialist.
The SR program joined Benner's ideas, the COPA model, and Clinical Coaching plans to provide a systematic application of knowledge to help the newly hired nurses gain skilled know-how and develop clinical reasoning skills. NPD specialists adapted the CTF model to meet the unique issues and challenges within the military medical center, while retaining its competency-based approach. The challenges include the use of a nursing orientation document that listed significant details related to the nursing assistant or technician level of practice. The task-related details came at the expense of addressing critical thinking, reasoning, or clinical judgment inherent to the role of the licensed professional. The previously used orientation document includes 297 performance statements. Of those, only nine statements addressed an aspect of critical thinking. This project shifted the focus 180-with an emphasis on clinical reasoning skills. Within the SR framework, ongoing support from education staff and the NPD specialist created a supportive learning environment for both the new nurse and preceptor.
SURVEY TOOL
Quantitative data influence senior leadership in supporting and sustaining transitional support programs. Nurse leaders seek measurable outcomes such as specific retention and safety data revealed within prior studies (Hawkins & Exstrom, 2014; Robbins, 2014; VNIP, 2016) . For this study, key program elements and impact were quantified with survey data. At the same time, preceptor and leadership comments provided qualitative data for program evaluation, formative feedback, and rapid cycle quality improvement (Leis & Shojania, 2016) . The primary data were collected via the Workplace Survey Tool (WST) as developed by VNIP. Although written in broad language and developed by a statewide collaboration, the WST was originally developed and validated to evaluate the VNIP transition program (Hagman & Winstead-Fry, 2009 ). The survey targets the impact of CTF components on knowledge, skills, competency, and clinical reasoning development of the transitioning nurse. The literature search found no other validated tool that focused on leadership evaluation of nurse residency or internship program structure and components, making this tool a logical choice for the project. Internal consistency measurement of the WST revealed a Cronbach's alpha of .962 (Hagman & WinsteadFry, 2009, p. 10) .
METHODOLOGY
Upon submission for investigational review board approval, the project was determined to be exempt from human subject protection regulations. The SR project explores the impact of implementing an evidence-based practice model for the professional development of staff members. The use of protected health information for this project falls within the area of healthcare operations, and no aspect of the work plan created risk of harm or breach of confidentiality.
This project was conducted at BAMC, a military Level 1 trauma center, which provides care for both military and civilian patients. The units originally interested in implementing the SR program were the Maternal Child Health, Intensive Care Units (ICUs), and the Emergency Department. However, as the project evolved, limited administrative support and staffing issues caused the withdrawal of the five adult ICUs as implementation sites. Because of the limitations, the ICUs along with the Neonatal Intensive Care and Antepartum Unit became control group units.
Project methodology was based on current literature related to the delivery and assessment of internships, residencies, and preceptor programs as mentioned previously in the intervention description (Anderson et al., 2012; Cappel et al., 2013; Goss, 2015) . With no additional funding for the SR project and foundational work from the pilot project, a demanding work plan was established with a 12-month timeline that involved multiple specialty units. The multispecialty project required the NPD specialist to engage in several months of competency and coaching plan development, preceptor course delivery, and preintervention data collection. These tasks occurred prior to the intervention, thus shortening the timeline for final data collection.
With the intervention established, every new hire enrolled in the SR program for their orientation process and competency validation. Each new-to-specialty nurse engaged in experiential learning under the direct supervision of a clinical preceptor. Completion of orientation was competency-based; thus, the duration of the SR program varied, depending on the capability of the new staff member and complexity of nursing science required for the specialty. Preceptors were crucial partners in program delivery as they protected both the patient and learner while providing clinical learning experiences and collecting concrete evidence of clinical performance.
Data collection occurred before and after SR program implementation. The program survey data were compared to control group responses of nonparticipating specialty units within the same facility. Primary survey data were submitted via the WST with specific demographic data elements to allow unit and time frame comparisons. A research assistant solicited survey completion by all preceptors and experienced staff members involved in the project. The nature of the implementation project necessitated a convenience sample from preceptors and other nursing staff working on the identified implementation and control units. Data submission may have experienced survey fatigue. Miller and Aharoni (2015) report on a significant trend of study fatigue within the military (Kretschmer, 2015; Rauschelback, 2013) . Survey burden is experienced across the full realm of health care but may be more prevalent within the structured military medical system (Olson, 2014; Wong and Gerras, 2015) . The U.S. Army Institute of Surgical Research conducted the SR project. As a research branch of the military medical system, studies are a constant and recurring theme and staff members are subject to survey completion on an ongoing basis.
On a secondary level, surveys of senior and unitbased leadership provided feedback pertaining to optimal competency development and validation process. Nurse leaders from participating units prioritized competency program components and engaged in evaluating the previous on-boarding strategy versus SR intervention impact. These data added the administrative viewpoint of the overall competence development plan for their specialty unit and the agency itself. The corresponding tracks of data collection provided a 360-view of program delivery from all experienced staff members engaged with the framework and tools.
RESULTS
The preceptors and clinical staff in the intervention and control units completed the WST survey. The original plan for quantitative data collection proposed a desired sample size of 155 survey respondents to achieve a 90% level of confidence. There were 162 surveys submitted for analysis, but 10 did not include unit identification and were thus not usable for data analysis. Only 58 of the collected surveys provided postintervention data. The low response rate may have been due to the timeline, high patient census, or study fatigue.
The SPSS statistical software compared data from before and after intervention and control versus intervention group. Descriptive statistics were engaged, and KolmogorovY Smirnov analysis confirmed violation of the assumption of normality with significant values identified as less than .05 for both the control (Sig. = .009) and intervention (Sig. = .001) groups. The MannYWhitney U test revealed no statistically significant difference in the total survey score preintervention versus postintervention for either control or intervention group. The median scores for the control group dropped from preintervention (Md = 79, n = 48) to postintervention (Md = 77.5, n = 30; U = 704.5, z = j0.106, p = .87). Further analysis shows a small but specific increase in median scores for the intervention group, from preintervention (Md = 74.0, n = 52) to post-SR intervention (Md = 76.7, n = 28; U = 589.5, z = j1.39, p = .162, r = .155).
One-way analysis of variance analyzed and compared outcomes across individual nursing units. Analysis of variance explored the impact of individual unit designation on average scores, as measured by WST item responses. Details from Table 1 show no statistically significant difference at the p G .05 level in the average scores for the four groups Note. n = number of participants; ED = Emergency Department; MCH = Maternal Child Health; ICU = Intensive Care Unit.
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The preceptor respondents possess a wide pool of background knowledge pertaining to orientation, internships, and residencies. In diagramming responses, the preceptor data reveal a positive change from preassessment to postintervention survey responses in the intervention units. As illustrated within Figure 2 , the improvement is distinct with several survey items showing noteworthy increase. The items rating the greatest improvement are those detailing competency development, communications, conflict management, critical thinking growth, teamwork, and support for patient safety (Items 1, 5, 8, 12, 15, 16, 19, and 20) . The postintervention surveys achieve scores at or above 3.8 on a 5-point Likert scale (strongly disagree to strongly agree) for 15 out of 20 survey elements.
The item referring to the use of clinical coaching plans for individualized teaching received the highest rating of improvement. Of twelve anecdotal comments specific to the coaching plans, eight gave positive feedback pertaining to their role and function, whereas four comments reserved opinion. The participant comment ''helps shape the nurse and develop critical thinking'' was a recurring theme within the responses.
Via the secondary data collection track, feedback from senior leadership, unit managers, and educators evaluated the program components and replicability of intervention outcomes. Nurse leaders (n = 11) from the intervention units identified the effective elements and achievements within a competency validation framework. Sixty-four percent of nurse leaders, or 7 of 11, returned their competency system surveys. The leadership group rated 25 competency program elements and prioritized the 15 elements detailed in Figure 3 as the most crucial components. Participating nursing leaders rated their transition program (agency competency orientation vs. SR intervention) on a Likert scale of 0 (none) to 5 (most) on how well their tools and processes incorporated each of the 15 crucial components identified. All scores ranked higher for the SR program framework compared to the agency's original program. The change in scores on specific items ranged in point value from 1.0 to 3.9, with noteworthy changes in scores seen for most elements.
DISCUSSION
Although the degree of difference in the WST survey results between control and the SR units was not statistically significant, it showed a trend of positive change for the SR units when median scores are reexamined. This trend may have clinical significance for professional development and patient safety issues. In considering clinical impact, the chart of responses displayed in Figure 2 denotes measurable improvement in specific performance elements from pre-to postdata on SR intervention units. These elements include improved staff competency development, preceptors who are prepared for their role, improved communication, and conflict issues handled effectively. Each of these performance elements offers potential content focus for NPD efforts. It is noteworthy that all performance elements improved with the SR program. Improved item scores support the protection of patients from errors through SR delivery, along with improved teamwork and medical staff communications. Most of the responses to the query pertaining to improved methodology for transition of new staff also carry measurable impact and must be considered within rapid cycle quality improvement efforts (Leis & Shojania, 2016) . Survey data analysis identified clinical coaching plans as a strong support for the preceptor and new hire.
With data collection focused on competency model components and impact, nurse leadership quantified the SR framework as a considerably improved process over the prior on-boarding system. The data reveal marked improvement in the four elements that pertain to concept base, early identification of problems, clear communication, and evidence base (Figure 3) . Concept-based development and evidence-based process showed the greatest change in ranking. Other critical elements that display dramatic impact relate to preceptor development, program efficiency, and a focus on critical thinking.
The SR program and leadership feedback shows clearly that defined expectations, reduced signature requirements, targeting nurse-unique features of practice, completed documentation of competence, effective goal setting, and preceptor-to-preceptor communications substantively improved. The program made gains in improved critical thinking development, a focus on aspects of professional practice, and concrete competency validation. These factors determined the overall program efficacy and validated continuance of the SR model for transition to specialty practice in this setting.
Overall, this descriptive project delivers evidence that the positive outcomes from the original Burn Center project can be replicated in other specialty areas within the agency. The influence and cost of the SR program requires consideration of the quality and content of competency assessment, savings experienced through streamlining, decreased administrative burden, and a focus on reflective practice within clinical care. These crucial outcomes outline the value gained from investment in professional development. The quantitative data justify investment in the SR intervention, whereas the model and tools continue to evolve based on formative data collection and evaluation.
LIMITATIONS
Limitations of the project include sample restrictions, continuous turnover of leadership staff, sustained high FIGURE 2 Intervention specialty units: Difference in scores from pre-to postintervention. n = 73 respondents from intervention units.
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www.jnpdonline.com census, budgetary issues related to time for preceptor training or access, availability of selected patient diagnoses for experiential learning, and individual biases revealed within the survey responses. For this project, a desired sample size of 155 surveys was determined for a 90% confidence level. Although 162 surveys were collected, the number of postintervention surveys (n = 58) was insufficient for gaining a statistically significant data pool for impact analysis. To determine statistical significance, or not, a considerably larger sample is required. This pilot project quantified that the population needed for a 95% level of confidence indicates a sample size for postintervention surveys of n = 139. That would indicate a total sample size requirement of n = 278 with an even split between pre-and postintervention surveys.
The data from this project are limited to feedback from preceptors and nurse leaders, although many other factors influence transition to practice. Robbins' (2014) project used retention data, competency development progression, and staff satisfaction as well as metrics related to individualized coaching plans and preceptor development. Thanks to grant funding, the original intervention and analysis occurred over a period of 2 years, whereas this project experienced a limited timeline. With project completion achieved in an armed services facility, the civilian federal furlough, sustained high census, high staff turnover, and lack of dedicated administrative time for preceptor support may have influenced the outcomes. The influence of staffing adequacy and surges in admission rates is a design weakness that may affect any implementation site.
SUMMARY
The project targeted the question of whether positive outcomes from a previous nurse residency pilot project are reproducible in other specialty units. Major findings substantiate the replicability of the Burn Center outcomes with implementation of an SR program intervention as designed. Nurse leadership responses clearly advocate for the continued usage of the SR intervention. Data collection continues to improve the program structure and tools as the NPD specialists strive to create an effective, concrete, concise, and clear framework that simplifies the work and role of clinical preceptors.
Unique aspects of the intervention include use of the same, clear, concise, and concrete set of tools for all newly hired nurses. Using a single on-boarding framework for all levels of new hire decreased complexity, paperwork, and administrative burden for clinical preceptors and NPD staff. Teaching preceptors about learning theories, tools, communication issues, sampling, and competency evidence improved their satisfaction with their challenging role. Reformatting tools to include both initial and ongoing expectations, patient-centered presentation, and use of sampling for data collection added clarity and simplified documentation. The use of competency data sampling was especially helpful with documenting competency for contracted new staff.
Lessons learned include the fiscal and efficiency benefits of ensuring an on-boarding model that builds preceptor capability and nurse proficiency, along with improved satisfaction. Long-term use of the framework in the Burn Center resulted in a sustained decrease in the turnover rate of nurses. Nursing leadership acknowledges that turnover comes at an expense to both the agency and to patient care. Loss of the experienced nurse not only leaves a gap in available staff to provide care but also a gap in qualified staff who might precept new hires needing orientation or specialty practice development.
This performance improvement project is a first step toward possible standardization on a single framework for competency assessment that prepares providers for engagement in diverse settings including rapid deployment conditions (Smith, 2012) . If continued implementation finds the model to be universally suitable for this agency, pilot studies within other facilities could establish applicability across both varied specialties and multiple sites.
